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eaders are essential to de-
veloping a safety environ-
ment, but all healthcare staff
are responsible to practice
safely. In a country where
medical errors are the third lead-
ing cause of death, we can learn
to decrease those deaths by im-
proving our systems through vol-
untary reporting of errors and near
misses. Nurses, because of their
closeness to patients, can easily
identify and report errors and un-
safe conditions. 
High-reliability organizations
want to know what’s working and
what’s broken so that improvements
can be made. (For more about
high-reliability organizations, see
page 30.) Ideally, organizations are
accountable for the systems they
design, and nurses are accountable
for the quality of their choices as
they practice within those systems.
In this perfect world, discipline is
based on the behavioral choice an
employee makes, not the injury to a
patient. (See The choices we make.)
Error identification
Direct-care nurses are well posi-
tioned to identify errors. However,
when they work in chronically un-
derstaffed and stressful conditions,
the quality of their choices will suf-
fer. Of course, direct-care nurses
(and leaders) need to appreciate the
acceptable reasons for violating a
patient safety policy or procedure.
For example, you wouldn’t expect a
pediatric nurse to stop for hand hy-
giene before rescuing a child climb-
ing over the crib rail. High-reliability
organizations understand this and
develop as many system improve-
ments as possible to keep justifiable
risks to a minimum. 
Accountability as a root cause
Almost every hospital identifies non -
punitive discipline in their quality-
review processes, but many direct-
care nurses report punitive disci-
pline and negative responses from
supervisors when incidents occur.
Healthcare organizations tend to
identify individual incompetence as
a root cause, or in addition to, a
systemic process error. Nursing
quality performance committees
rarely close incident review cases
without monitoring or retraining the
nurse involved, even if they identify
a contributing system issue. 
Nurses may end up as second
victims of an error. The Center for
Patient Safety defines second vic-
tims as “healthcare providers who
are involved in an unanticipated
adverse patient event, medical error
and/or a patient-related injury and
become victimized in the sense that
the provider is traumatized by the
event.” This definition can be inter-
preted to include not just the event
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itself, but also colleagues’ and the
organization’s response to it. Faulty
systems should be redesigned; indi-
viduals working within the faulty
system shouldn’t be punished un-
less, of course, they engage in reck -
less behavior. 
Patient safety teamwork
Direct-care nurses must actively
participate in the peer-review and
performance-improvement process,
and nurse leaders must provide an
environment where nurses feel safe
to speak up. When leaders create
an atmosphere of teaching rather
than preaching, they destigmatize
incident management and normal-
ize patient safety events. The result
is that nurses share the knowledge
and rationale for a behavioral
choice that supports a nonpunitive
response by leaders and focuses
improvement on the system instead
of the individual.
Solutions developed by bedside
nurses can be very meaningful.
Through active direct-care nurse
involvement and nurse leader sys-
tem redesign, the organization can
drive performance improvement
from the bedside upward. Some fa-
cilities understand and bind em-
ployees and leaders through the
creation of shared patient safety
outcomes. Erin Bashaw noted that
“Nurses in Magnet® facilities are
more likely to report errors and
participate in error-related problem
solving because they feel empow-
ered by the organizational culture
and have supportive relationships
with senior administrators.”
A nurse leader who personally
responds to an event and partici-
pates in a debriefing has a better
understanding of the system in
which the event occurred. Sup-
porting the direct-care nurse by
helping to identify and understand
the behavioral choice can assist 
in identifying the opportunity for
system redesign. Debriefing also
should include stress management
for the nurse involved.
Error identification is critical to
process improvement but is often
difficult. Leaders should reward
nurses for this effort by offering
them support. An algorithm can
help leaders maintain objectivity
so they can focus on the behavioral
choices made with the knowledge
the nurse had at the time. And al-
though it takes courage for nurses
to speak up, it also takes courage
for nurse leaders to refrain from
discipline when they’re pressured
to hold an individual accountable.
Make it safe to share
The quality of nurse leader response
is critical to a safety culture where
nurses feel safe to speak up. Nurses
who trust their supervisors to listen,
support, and console when they
make human errors or risky choices
will be more likely to escalate pa-
tient safety issues and speak up
when participating in process im-
provement.
Human error is certain. Every
nurse will find him- or herself in a
situation that goes (or could have
gone) wrong. Risky behaviors are
frequently the result of faulty sys-
tems, so how we analyze the sys-
tem in which the nurse is working
will make the most impact on out-
comes. Collaborative process im-
provement is fundamental to a pa-
tient safety culture. We all have to
make it safe to share.                
Linda Paradiso is an assistant professor at the New
York City College of Technology – CUNY in Brooklyn.
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Outcome Engenuity, a workplace accountability and reliability training organiza-
tion, defines three types of behaviors: human error, at-risk, and reckless. Nurses
who work directly at the bedside must recognize the behavioral choices they make
every day and how those choices affect accountability of practice and liability.
Human error
Human error is another way of describing a slip or mistake. These behaviors (for
example, a medication error) usually are made unwittingly and often identified
by someone other than the person who made the mistake. 
At-risk behaviors
At-risk behaviors are choices made consciously but the risk is either not recog-
nized or is rationalized. One example of an at-risk choice is giving a discharged
patient’s unused meal tray to a newly admitted patient. This common practice
has a low incidence of bad outcome; a nurse justifies that the newly admitted pa-
tient is hungry and that getting a tray from the kitchen takes too long. This type
of choice—also called a work-around—is common and often becomes normal
practice. 
Reckless behavior
A reckless behavior is a choice taken with the understanding that the outcome
could be substantially detrimental. For example, during medication administra-
tion a nurse overrides a bar-code system when alerted to an identification mis-
match. The likelihood of a harmful outcome is high.  
The choices we make
